Varicose veins and haemorrhoids have been discussed in previous articles,, and it now but remains to say a few words about some common conditions occurring in general practice, which may be frequently benefited by injection treatment. The mention of rare conditions and of conditions in which opinion is divided as to the value of sclerotic treatment are especially avoided. Cystic hygroma, branchial cysts, ranula, certain mammary cysts, varicocele, enlarged prostrates and herniae have all been the subject of writings regarding the advantages of injection treatment.
If some of the statements in this short article appear too elementary and trivial to warrant mention, it must be remembered that attention to detail is of paramount importance in these simple treatments. Dickson Wright, that great teacher of our times, will spend much time teaching students how to sharpen a needle before injecting a varix (5 c.c. of lithocaine in the wrong place -makes a nasty mess!). He frequently states that it is harder to apply a bandage correctly than it is to remove manv a gall-bladder.
For some reason. difficult to fathom, the injection treatment of idiopathic hydrocele appears to be a much neglected therapy. Patients are constantly being advised surgical treatment when a simple injection will produce a permanent and perfect result. Campbell (1937) In the case of having to give further injections the choice lies between increasing the dosage of sclerosant or else giving a "twin injection" as in the case of resistant varices. In such cases the quinine may be followed by from 4 to 8 c.c. of lithocaine (Maingot's solution). The only disadvantage to the use of lithocaine is that it can produce a severe degree of pain, not present when quinine alone is being used. Sometimes severe shock may be added to this complication. When using lithocaine it is as well to wash out the sac with 4 per cent novocain bfore injecting, this lessens the pain and mitigates against shock. Dosage of sclerosant depends upon the size of the swelling. Most operators err in giving too small a dose. The common causes of failure are in the use of too small a dosage, in the neglect to evacuate all the fluid from the sac, of in failing to persevere with this safe and simple method for a sufficient, length of time. The commonest mistake is to inject too low down in the scrotum, with the complication already described.
The results of the injection treatment of ganglion were discussed in the first of these articles, and it now but remains to give the practical details of the injection technique.
All simple ganglia may be safely treated by injection, but in the case of those which are situated deeply in the tissues-it is better to remove them surgically owing to the possibility of infiltration of the sclerosant during the injection. Multilocular ganglia are also best treated surgically, but beyond these two types of case, injection is generally successful, and is certainly less likely to give rise to complications. It is of interest to note that it has been reported bv Carp and Stout that there is only a recurrence rate of 2 per cent after ganglia have been treated by simple rupture.
Ganglia occur more frequently in women, and the common situation is in the neighbourhood of the wrist joint. Other sites of frequent occurrence are around the knee and ankle joints. The palmer aspects of the fingers and hands also commonly demonstrate these rounded swellings filled with a gelatinous fluid.
The method of injection is simple. No injections should be given in the presence of sepsis. Acute bursitis will usually react to immobilisation and the application of heat.
Apbril. Io4S PRACTICALITIES 135
The technique of injection is as for the treatment of ganglion. In the case of bursa, however, it is best to use a mono-ethanoamine as the sclerosant and not to evacuate the sclerosant after injection. The dosage must depend on the size of the swelling. The injection treatment of Anal Fissure must be confined to those cases which are recent in origin and which are uncomplicated. Any sepsis in the anal region negatives this treatment.
Haemorrhoids are commonly associated with anal fissure. These must be treated so that a recurrence of the fissure does not result. A proper degree of anaesthesia in the area of the fissure will usually allow the introduction of the proctoscope for the injection treatment of the pile condition. The object of the injection is to produce a prolonged anaesthesia which will allow the anal sphincters to.relax. An additional factor in the healing of the fissure is the production of a mild sclerosis of the stagnant venules deep to this ulcer. Such sclerosis is occasioned by the formation of an oil granuloma with resulting fibrosis, and has the same effect in the healing of the fissure as does a similar type of process occurring in the injection of the feeding veins of a varicose ulcer.
During the period of treatment it is essential that a regular bowel action should be encouraged, and that strict anal cleanliness should be enforced.
The main points in the injection are as follows:-i. The genu-pectoral or left lateral position is adopted by the patient. 2. A point half an inch behind the fissure is infiltrated with novocain. The injection is intra-dermal, using a fine needle. 3. A wider bore needle is introduced through this spot, and a finger is inserted into the rectum so that the point of the needle may be guided underneath the fissure. 4. Two c.c. of protocaine or Morgan's solution (i c.c.) 
